Introduction
Up to 20% of youth have mental health difficulties (Belfer, 2008; Costello, Egger, & Angold, 2005) and 50% of lifetime mental disorders start by 14 years (Kessler, Chiu, Demler, Merikangas, & Walters, 2005) . Schools can play a key role in the identification and amelioration of mental health difficulties (Baggish & Hardcastle, 2005) given that most students attend school each day. Many evidence-based prevention and treatment programs for school aged children now exist for a range of mental health concerns (Werner-Seidler, Perry, Calear, Newby, & Christensen, 2017) . However, implementation of these programs relies on the availability of psychometrically solid screening and/or outcome measures to aid in the identification of suitable participants. A range of screening tools currently exist (Levitt, Saka, Romanelli, & Hoagwood, 2007) although self-report measures of mental health status are more commonly used with students in high school than in primary schools. While some self-report measures have been specifically developed for use in schools (Deighton et al., 2012) , it is frequently the case that screening is done using tools developed for clinics and epidemiological studies, such as the Pediatric Symptom Checklist (Guzman et al., 2011) , the Screen for Child Anxiety Related Emotional Disorders (Simon & Bogels, 2009 ), KIDSCREEN (Ravens-Sieberer et al., 2014) and the Mood and Feelings Questionnaire (Vander Stoep et al., 2005) .
Current measures that screen for mental health difficulties focus on assessing the symptoms of mental health difficulties. Such screeners are highly suitable when screening students for inclusion in targeted interventions, where there is an expectation that students will already be experiencing discernible symptoms of the relevant mental health disorder for the intervention. In contrast, inclusion in selective intervention programs is made on the basis of an increased risk of a disorder without necessarily already displaying symptoms of that disorder. Screening for selective programs opens up the possibility of an alternate approach to school screening, based on the presence of risk and protective factors, rather than based on the presence or severity of symptoms. There are a number of advantages to screening for the presence or risk/protective factors rather than symptoms alone, particularly in the primary school setting. First, screening risk/protective factors allows for the possibility of identifying at risk students before they become symptomatic. Second, in accordance with the theory of equifinality and multifinality (Cicchetti & Rogosch, 1996) screening for risk factors may alert mental health professionals to the risk for a variety of mental health difficulties rather than just the one that is the focus of the symptom screener. Third, screeners based on risk and protective factors are likely to be more socially acceptable than those based on symptoms of diagnoses. Stiffler and Dever (2015) highlight opposition to screening, from both parents and teachers, and conclude that the 'social validity' and public perception of screening is a vital future challenge for mental health professionals. Screening for factors that teachers and school management understand and relate to is more likely to be socially acceptable than screening for mental health symptoms, which still carries a degree of stigma.
This paper reports on the adaptation of the Youth RADAR 1 mental health risk screening instrument developed for high school students, for use with children in primary school from Grades 3-6. The Youth RADAR was based on a 'model' that brought together research on mental health risk and protective factors that met two primary criteria: (a) a strong evidence base linking them to the development of emotional health problems and (b) domains that are acceptable to be measured in the school context by school personnel. We have described the development of this model and a youth version of the screener in further detail elsewhere (Burns & Rapee, 2016) . The RADAR model consists of three risk factors (peer relationship difficulties, academic difficulties and family conflict) and three protective factors (school connectedness, physical attractiveness and sporting interest). From a pragmatic perspective, the RADAR model adopts the view articulated by various observers (Crews et al., 2007; National Research Council and Institute of Medicine, 2009 ) that risk and protective factors are often different ends of a continuum.
The risk and protective factors utilized by the adolescent version of the RADAR are also empirically supported in studies with younger children. Many meta-analyses and reviews of risk factors for mental disorder combine studies on both primary and secondary school aged children. These studies have supported the importance of peer relationship difficulties (Reijntjes, Kamphuis, Prinzie, & Telch, 2010; Reijntjes et al., 2011) , physical activity (Ahn & Fedewa, 2011; Biddle & Asare, 2011) , family relationships (McLeod, Wood, & Weisz, 2007; Rothbaum & Weisz, 1994) , academic difficulties (Reid, Gonzalez, Nordness, Trout, & Epstein, 2004; Riglin, Petrides, Frederickson, & Rice, 2014) , and school connectedness (Marraccini & Brier, 2017) . A number of individual studies have also provided support for the role of each RADAR risk factor in mental health difficulties specifically in primary school aged students. Examples include body image (Contreras-Valdez, Hern andez-Guzm an, & Freyre, 2016; Gilliland et al., 2007) , school connectedness (Murray & Greenberg, 2000; Ross, Shochet, & Bellair, 2010) , exercise participation (Annesi, 2005; Parfitt & Eston, 2005) , family environment (Chen, Rubin, & Li, 1995; Ogburn et al., 2010) and learning difficulties (Carroll, Maughan, Goodman, & Meltzer, 2005; van Lier et al., 2012) . These data provide conceptual support for applying the RADAR model to primary school students.
The current paper aims to investigate the psychometric properties of the Child version of the RADAR screening instrument, with particular reference to the relationship of the RADAR to the internalizing symptoms of anxiety, depression as well as subjective well-being. Although disruptive behaviour disorders are highly prevalent in school aged children (Ford, Goodman, & Meltzer, 2003) , by virtue of their 'externalizing' nature they are more likely to be identified by teachers in the school context. Helping teachers identify risk for internalizing problems is particularly important in light of concerns that they are not good at recognizing either anxiety (Headley & Campbell, 2011) or depression (Moor et al., 2007) in their students. Hence, the focus of this paper was on the reliability and validity of the Child RADAR as a screening instrument for mental health risk with specific reference to its concurrent association with measures of internalizing disorders.
Method

Participants
Permission to conduct this study was obtained from the Macquarie University Human Research Ethics Committee (Ethics Committee Reference: 5201300284). Participants were students drawn from six independent (nongovernment) primary schools around the state of New South Wales, Australia. Three schools were located in suburban Sydney (Schools 2, 3 and 5); two were located on the outer western suburbs of Sydney (Schools 1 and 4); and one school was located in regional New South Wales (School 6). An index of Community Socio-educational Advantage (ICSEA) for each school community is available from the Australian Curriculum Assessment and Reporting Authority (ACARA) 'My School' website (http://www.myschool.edu.au/). ICSEA scores have a mean of 1000 and a SD of 100. ICSEA values for schools who participated in this study ranged from 1068 to 1163. Higher ICSEA scores indicate greater socio-educational advantage. Initially, parents of all children in Grades 3-6 were approached and asked to give informed consent for their child to participate. Across the six schools, 25.8% of parents approached consented to their child participating in the study, ranging from a low of 8.2% in School 3 to a high of 39.8% in School 6. Those children who had parental consent were then approached to participate. Approaches to students were made through the classroom teacher or a senior member of the school welfare staff, using a script written by the researchers to explain the nature of the study and what their participation would involve. Within this script were clear instructions to students that participation was voluntary and that their status or standing within the school was in no way affected by their decision about participation. Hence in addition to obtaining parental consent (as outlined above) child assent was also obtained.
Not all students completed all questionnaires involved in this study. Students in schools 1-4 completed the Child RADAR as well as a measure of depression symptoms and life satisfaction. Students in schools 5 and 6 completed the Child RADAR on two separate occasions as well as a measure of anxiety symptoms. In total, 345 children participated in this study. Six incomplete data sets were removed before analysis, leaving 339 complete Child RADAR data sets. The final sample consisted of 178 boys (52.5%) and 161 girls (47.5%). All participants were aged between 8 and 12 years, with a mean age of 10.3 years. Participants were spread across Grade 3 (M = 8.7 years, SD = .48; 21% of sample), Grade 4 (M = 9.6 years, SD = .51; 24.5% of sample), Grade 5 (M = 10.6 years, SD = .53; 25.5% of sample) and Grade 6 (M = 11.7 years, SD = .48; 29% of sample). The sample predominantly identified themselves as living with both parents (88%). The vast majority (83.5%) identified themselves as culturally 'Australian', with 7.1% Asian, 1.2% Aboriginal and 8.3% 'other'. English was the main language at home for 92% of the sample. In addition to general demographic information, participants were also asked to indicate whether they had previously seen a psychologist or counsellor.
Measures
Child RADAR. The Child RADAR is the focus of this study and is intended for use with students in Grades 3-6. The alpha version of this scale was comprised of items from the original pool of items of the Youth Version of the RADAR, which was developed for students in Grades 7-12 (Burns & Rapee, 2016) . All Youth RADAR items were evaluated separately by two experienced primary school teachers in terms of the concepts, language and complexity of the items. Any items deemed too complex for a low ability Grade 3 student, or that were geared more towards high school students were either modified or omitted. For example the Youth RADAR item I get good marks in most school subjects was changed to I get good marks at school. Some items from the Youth RADAR were excluded on the basis of very low factor loading in the Youth RADAR study. Some additional items were added to more adequately reflect the intention of the subscale. For example some items addressing the importance of teachers in school connection were added, such as The teachers at my school are kind to me. The final alpha version of Child RADAR scale consisted of a pool of 37 items, spread across six subscales which reflect the six mental health risk/protective factors of the RADAR model. Participants responded to the items on a 3-point Likert-type scale from 'not at all like me/my life' (0), 'a little like me/my life (1) and 'very much like me/my life' (2). A three-point scale was chosen in preference to the 5-point response system of the Youth RADAR on the basis that it is simpler for the younger respondents. Higher scores on the RADAR represent better life functioning across the measured domain and therefore lower mental health risk. A Flesch-Kincaid Grade Level test of readability (performed using Microsoft Word) on the final scale items returned a reading level of 1.5, suggesting that students in Grades 3-6 should experience no difficulty reading the scale. The Flesch Reading Ease for the items was 96.4, also highlighting the ease of reading of the scale for this age group.
The Center for Epidemiological Studies Depression Scale for Children. The Center for Epidemiological Studies Depression Scale for Children (CES-DC) is a 20 item self-report scale of common symptoms of depression (e.g. 'I felt down and unhappy', 'I didn't sleep as well as I usually sleep') which respondents rate on a 4-point scale of frequency of occurrence in the past week, ranging from 'not at all' (0) to 'a lot' (3). The authors report good internal consistency (a = .84) and test-retest reliability (r = .51, p < .005) (Faulstich, Carey, Ruggiero, Enyart, & Gresham, 1986) . The Children's Anxiety Scale. The Children's Anxiety Scale (CAS-8) consists of 8 items that reflect symptoms of anxiety, with respondents asked to rate how often they experience each symptom (Never, Sometimes, Often, Always). Six items are taken from the Spence Children's Anxiety Scale (Spence, 1998) with two additional items added during further development for the beyondblue schools research project (Spence et al., 2014) . In that study (N = 5633) the internal consistency of the scale was 0.89 and the CAS-8 correlated .70 with the Strengths and Difficulties Questionnaire Emotional Symptoms subscale (Goodman, 1997) .
The Students' Life Satisfaction Scale. The Students' Life Satisfaction Scale (SLSS) is a seven item self-report measure of global life satisfaction. The SLSS was developed and intended for children as young as 7 years old (Huebner, 1991) . Students answer questions about their overall experience of life satisfaction (e.g. 'my life is going well'; 'my life is just right') on a six-point scale of agreement, from 'strongly disagree' (1) to 'strongly agree' (6). In a review of various studies over more than 15 years, the author cites Cronbach's alpha in the .70-.80 range, whereas test-retest studies show correlations of between .53 and .76 (Huebner & Hills, 2013) .
Data analysis
The data set for this analysis contained 339 completed Child RADARs from all six schools. To further investigate the factor structure of the scale, and on the basis that the preliminary factor structure of the RADAR model had already been established (Burns & Rapee, 2016) , we conducted a confirmatory factor analysis (CFA) with the Child RADAR data to test the fit of the data to the previously determined six subscales. To create a screener that is practical for children as young as Grade 3, we planned to reduce the number of items to 4 or 5 per subscale. Therefore, in the initial step, items were removed sequentially from each subscale on the basis of the effect of their removal on the subscale's internal consistency. In this way, two models were created, which were then compared in the CFA: Model 1 contained 5 items per subscale and Model 2 contained a more parsimonious 4 items per subscale. CFA was carried out using SPSS Analysis of Moment Structures (AMOS) to assess the fit of two models. Maximum likelihood estimation was used as there were no missing responses in the data set. All factors were allowed to correlate. Goodness of fit was measured using Chi-square, the Tucker-Lewis Index (TLI), the Comparative Fit Index (CFI), the Root Mean Square Error of Approximation (RMSEA) and the Standardized Root Mean Square Residual (SRMR). Interpretation of goodness of fit statistics was guided by Hu and Bentler (Hu & Bentler, 1999) , with TLI and CFI levels of .95 and values below .06 for the RMSEA and below .08 for the SRMR being considered indicative of good fit. Validity was further assessed by evaluating the Child RADAR's concurrent association with a measure of depression symptoms (CES-DC), a measure of anxiety symptoms (CAS-8) and a measure of well-being (SLSS). We expected the Child RADAR to show a significant, negative correlation with the CES-DC and CAS-8 and a significant, positive correlation with the SLSS. During testing, students were asked to identify whether they had previously seen a counsellor/psychologist. Using a t-test, we evaluated the hypothesis that the Child RADAR would be able to discriminate between those students who had previously seen a counsellor/psychologist from those who had not. Analysis of the reliability of the scale was carried out with reference to both Cronbach's alpha and test-retest reliability. Given concern by some about the suitability of alpha as an assessment of internal consistency (e.g. Revelle & Zinbarg, 2009 ), we also calculated McDonald's Omega (xt) using the statistical package R (R Core Team, 2013). Finally, multiple linear regression was used to assess the value of the Child RADAR subscales in predicting student depression symptoms (CES-DC), anxiety symptoms (CAS-8) and life satisfaction (SLSS). With no a priori hypotheses to determine the order of entry of variables, a forced entry method was used. The skewness statistic of the Family Relationships subscale was unacceptably large to satisfy normality (À2.15). This variable was subsequently transformed using the log transformation function in SPSS, returning a more acceptable skewness statistic (À1.19). This transformed variable was used in all further regression analyses. Homoscedasticity was examined via an inspection of a plot of standardized residuals against the regression standardized predicted values, revealing a relatively even dispersal around 0. An examination of correlations among the variables (Table 1) revealed correlations ranging from r = .00 (SI and PA) to r = .63 (SC and FR), suggesting that multicollinearity is unlikely to be a problem.
Results
Confirmatory factor analysis
Results of CFA for both models tested are shown in Table 2 . In both models we allowed covariance of the error terms e26 and e27 -the first two items on the Peer Relations factor -as suggested by the modification indices. The absolute fit indices based on root mean square (i.e. RMSR and RMSEA) fell below the intended cut-off of .08 for SRMS and .06 on the RMSEA on both models tested. CFI and TFI both fell slightly below .95 in Model 1, but exceeded the .95 cut-off in Model 2.
Final Child RADAR scale
On the basis that Model 2 (4 items per subscale) yielded slightly stronger fit statistics in CFA and was more parsimonious than Model 1, we elected to create a final Child RADAR scale consisting of 24 items -that is four items on each of the six subscales. Each subscale consisted of the sum of the responses for the four items used in the CFA. Scores on negative worded items were reversed. The six subscales were then summed to create a Total Child RADAR scale. Higher scores on the RADAR (and each subscale) indicate lower mental health risk.
The means and standard deviations for each subscale and the Total Child RADAR are reported in Table 3 , including a breakdown for each score by gender and grade. Two-way ANOVA (gender 9 age group) was carried out to investigate differences between mean scores and interaction effects across scores on the Total Child RADAR and all subscales. Main gender effects were identified on the School Connectedness subscale, where girls scored higher than boys, F(1,335) = 5.77, p = .02; and on the Sporting Interest subscale, where boys scored higher than girls, F(1, 335) = 6.07, p = .01. No significant main effects of age group and no significant interaction effects were found.
Concurrent validity
To assess concurrent validity, in addition to the Child RADAR participants in Schools 1-4 completed the CES-DC and the SLSS, whereas participants in Schools 5 and 6 completed the CAS-8. Correlations between the Child RADAR, the CES-DC, the CAS-8 and the SLSS are listed in Table 1 , separated by gender. The Child RADAR was found to have a strong and negative correlation (r = À.68; p < .001) with the CES-DC, a strong and negative correlation with the CAS-8 (r = À.59, p < .001) and a strong and positive correlation with the SLSS (r = .70; p < .001). Fisher's r-to-z transformation was used to calculate the significance of differences between the correlation coefficients of the Total Child RADAR and scores on depression, anxiety and life satisfaction for girls and boys. Girls returned a significantly higher association between the Total Child RADAR and CAS than boys (z = 2.06, p = .04), whereas there were no significant gender differences on the correlations between the Total Child RADAR and CES (z = 0.53, p = .60) nor the Total Child RADAR and SLSS (z = 0.84, p = .40). Participants in Schools 1-4 were divided into two groups, based on whether they identified as having previously seen a counsellor/psychologist (n = 62) or not (n = 137). One participant did not respond to this question, leaving a total data set of n = 199. An independent samples t-test was performed to compare the mean Total Child RADAR between the groups. The mean of the 'no previous counselling' group (M = 38.80; SD = 6.12) was significantly higher than the mean of the 'previous counselling' group (M = 34.85; SD = 7.34) -t(197) = 3.95 (p < .001).
The six Child RADAR subscales were used in separate multiple regression analyses to predict depression symptoms on the CES-DC, anxiety symptoms on the CAS-8 and life satisfaction on the SLSS. The Enter method in SPSS was used as there was no a priori hypotheses to determine entry order. Using the CES-DC as a dependent variable, the prediction model was statistically significant, F(6,193) = 35.87, p < .001, and accounted for approximately 51% of the variance of the depression score (Adjusted R 2 = .512). Significant predictors of depression scores (Table 4) were Peer Acceptance (p < .001), Acceptance of Appearance (p < .001) and Academic Success (p < .01). Using the CAS-8 as a dependent variable, the prediction model was statistically significant, F(6,132) = 14.66, p < .001, and accounted for approximately 37% of the variance of the anxiety score (Adjusted R 2 = .373). Significant predictors of anxiety scores (Table 5) were Acceptance of Appearance (p < .001), Peer Acceptance (p < .05) and Academic Success (p < .05). Similarly, the six Child RADAR subscales were used in a multiple regression analysis to predict students' life satisfaction, as measured by the SLSS. Using the SLSS as a dependent variable, the prediction model was statistically significant, F (6,193) = 35.57, p < .001, and accounted for approximately 53% of the variance of the life satisfaction score (Adjusted R 2 = .51). Significant predictors of SLSS scores (Table 6) were Peer Acceptance (p < .001), followed by Acceptance of Appearance (p < .001) and Family Relations (p < .001).
Reliability
Cronbach's Alpha and McDonald's Omega for the Total Child RADAR and each subscale was calculated using the total sample of 339 subjects (Table 3) . Alpha for the Total Child RADAR was .86, with a values for the subscales ranging from .69 on both the Academic Success and Peer Acceptance subscales, to .85 on the Acceptance of Appearance subscale. Omega (xt) for the Total RADAR was .89, with Omega subscale ranging from .73 (Academic Success) to .88 (Sporting Interest and Acceptance of Appearance).
To assess test-retest reliability, the Child RADAR was re-administered to participants in two schools (Schools 5 and 6) 1 week after the initial administration. A total of 127 students completed the Child RADAR over the two time periods. Bivariate Pearson product-moment correlations revealed that correlations for all six subscales and the Total Child RADAR (Table 7) were statistically significant (p < .001) with the test-retest coefficient for the Total Child RADAR being .85 and subscale coefficients ranging from .62 (School Connectedness) to .91 (Sporting Interest).
Discussion
In this study we examined the psychometric properties of Child RADAR as a screening tool for use with students in Grades 3 to 6. The Child RADAR is an adaptation of the Youth RADAR and as far as possible we based this screener on items developed for the Youth version of the RADAR. Although empirically there is reason to believe that the six factors of the RADAR model are associated with mental health outcomes for children as well as youth, we sought to confirm this via factor analysis. Confirmatory factor analysis showed adequate model fit statistics for this Child version of the instrument, indicating that a 6-factor model, consistent with that used among older students, adequately fit the data from this younger sample. The fact that the 4-item model produced slightly stronger fit statistics than the 5-item model provides the additional benefit of producing a shorter and more parsimonious screener. Cronbach's alpha for the Total Child RADAR fell well within the acceptable range of reliability. There were no marked differences between alpha values for boys and girls within the sample. While most of the alpha values for separate subscales were also above .7, two subscales (Academic Success and Peer Acceptance) both fell marginally below this level (.69). In line with concern that a is a lower bound to a scale's reliability and can be a poor estimate of internal consistency (Revelle & Zinbarg, 2009) , we also calculated McDonald's Omega. Omega (xt) scores for the Total RADAR and all subscales were slightly higher than the related alpha scores and confirmed the utility of the Total RADAR and its subscales as having acceptable internal consistency.
Analysis of test-retest reliability generally showed sound consistency over time. The Total Child RADAR and the Sporting Interest subscale in particular demonstrated especially high retest reliability. Lower reliability scores were returned for the Peer Acceptance and School Connectedness subscales. While both these scores fell within accepted ranges of reliability and were highly significant, it suggests that relations with peers and even teachers may be more variable in a young person's life than attributes like their view on their own body or sporting interest. Indeed there is evidence to support the notion that peer relationships in childhood are far less stable than those in adolescence (Poulin & Chan, 2010) .
This study sought to investigate the validity of the Child RADAR in terms of its concurrence with internalizing symptoms (i.e. depression symptoms on the CES-DC and anxiety symptoms on the CAS-8). The fact that the Child RADAR scores were highly correlated with depressive symptoms provides supportive evidence for the association between this screener and depressive symptoms in children. In relation to anxiety symptoms, the Total Child RADAR was found to be strongly correlated with CAS-8 although significantly stronger associations were found for girls than for boys. This pattern was also shown across all RADAR subscales. Given that girls are more likely to experience anxiety disorders than boys (Merikangas, Nakamura, & Kessler, 2009 ) this pattern of results suggests that the Child RADAR could be quite sensitive to alerting school personnel in particular to girls at risk of anxiety disorders.
A 'dual-factor' approach to emotional health considers not just the absence of symptoms of pathology but also the presence of subjective well-being (Antaramian, Huebner, Hills, & Valois, 2010) . In studies with both high school (Kim, Furlong, Dowdy, & Felix, 2014) and middle school populations (Suldo, 2008) , the inclusion of positive indicators of wellness in addition to traditional measures of psychopathology has been shown to provide a stronger overall picture of mental health. One implication of a dual-factor model is that mental health screening that only seeks to investigate a young person's psychopathology may be an inadequate or incomplete measure of a student's true well-being. We found that the Total Child RADAR was not only correlated with measures of internalizing difficulties, but was also strongly correlated with subjective well-being, as measured by the SLSS. Moreover, most Child RADAR subscales were also significantly correlated with the SLSS. The only exception to this was the Sporting Interest subscale, which returned significant correlations for boys but nonsignificant correlations for girls. The suggestion that sporting interest has a closer connection to emotional well-being for boys than girls during the primary school years is not unexpected (Raufelder, Waak, Melchior, & Ittel, 2013) .
In an additional effort to assess the validity of the Child RADAR we compared the mean scores of participants who had previously seen a counsellor to those who had not. As expected, those students who had previously seen a counsellor/psychologist returned significantly lower Total Child RADAR scores than their peers who had not seen a counsellor, supporting the contention that the Child RADAR has potential to differentiate between students with varying levels of emotional health risk. A surprisingly large number of participants -over 30% -identified that they had seen a counsellor. This may be a reflection of the fact that each of the participating schools had their own school counsellor, thus making counselling more readily accessible for this sample. It may also be a reflection of the slightly above average level of socio-educational advantage of the participating schools, suggesting they have not only a more educated parent body, but also greater access to counselling services.
The multifactor nature of the Child RADAR allowed us to investigate the predictive strength of each subscale domain on students' depression and anxiety symptoms, as well as their overall life satisfaction. The Peer Acceptance and Acceptance of Appearance subscales in particular were found to be the highly significant predictors for depression, anxiety and life satisfaction. This finding reinforces the very powerful role that social relationships play in creating both positive and negative outcomes for children and serves as a reminder for school communities to pay careful attention, from the earliest stages, to monitoring and nurturing students' peer development.
From a practical perspective, the Child RADAR provides schools with a brief, age-appropriate and nonstigmatizing tool with which to identify students who may be at risk of developing mental health difficulties. As a screener for mental health risk, it is intended to be used with whole classes, year groups, or even whole schools. Results from the Child RADAR could be used in a variety of ways. They could be used to identify students for inclusion in school-based prevention or early intervention groups and/or to prioritize students who may benefit from additional school counselling services. Schools may also choose to examine the results of subscales for themes across cohorts. For example after screening with the RADAR schools may notice a broad concern for peer relationships or school connectedness across an entire year group and subsequently implement a class-or school-wide intervention. At a more basic level, results may be used purely to alert teachers and well-being staff to students at risk of mental health difficulties who they should monitor more closely in future for signs of emotional health difficulties.
Limitations, future research and conclusions
There are a number of important limitations to this study. All participants were drawn from fee-paying/ non-government schools, meaning that they came from families biased either by their ability to pay for independent schooling, or their beliefs about the value of independent education. The fact that all schools had ICSEA values above the national mean is one indicator of this advantage. In line with international research on socioeconomic status and mental health problems (Reiss, 2013) it is likely that the overall levels of psychopathology in this sample were lower than for the broader Australian community. This need not negate the relationship between risk factors and internalizing symptoms -children from higher SES backgrounds are still exposed to risk factors and experience anxiety and depression. One possibility is that a broader sample would allow for more variance in the data set allowing the identification of even stronger relationships between the RADAR and measures of emotional distress. The fact that only a small percentage of the parents approached consented to their child participating further limits the degree to which the sample can be considered to be representative of broader society. Further validation on the RADAR with a larger and more representative sample would help address these questions. Moreover, future study should investigate the ability of the Child RADAR to discriminate between groups of children who would be expected to return different scores, such as clinic versus community samples. The greatest benefit of any screening instrument is its ability to predict in advance those individuals who will develop the illness being screened for. While there is evidence to support the utility of the Youth RADAR in predicting emotional distress over a 1 year period (Burns & Rapee, 2016) , further longitudinal scrutiny of the Child RADAR is required to better evaluate its validity in predicting mental health problems over time. This will be important not only for risk of depression and anxiety, but also for behavioural disorders. One assumption behind the Child RADAR is that schools are likely to find assessing risk/protective factors more 'acceptable' than directly assessing symptoms of disorders, such as anxiety or depression. However, this assumption is as yet unproven and would be an important matter to investigate in future. Finally, future studies will need to evaluate the relationship between the Child RADAR as a self-report measure, with both teacher and parent measures of emotional health.
This study provided preliminary evidence on the reliability and validity of the Child RADAR. While the instrument appears to have potential as a self-report measure for mental health risk in primary school aged children, further development is required to demonstrate its utility, in particular in terms of its generalizability across populations as well as its concurrent validity in reference to externalizing disorders.
